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Abstracts / International Journal of Surgery 12 (2014) S13eS117S22demanding procedure. Our technique helps overcome problems associ-
ated with other piecemeal excision techniques including difﬁculty in
initiating the excision point and risking chondral damage with repeated
instrumentation.
0324: BREAST RECONSTRUCTION FOLLOWING SEAT BELT BISECTION e
A CASE REPORT AND REVIEW OF LITERATURE
Isabel Teo*,1, David Dujon 2, Iman Azmy 3. 1Ninewells Hospital, Dundee, UK;
2Royal Hallamshire Hospital, Shefﬁeld, UK; 3Chesterﬁeld Royal Inﬁrmary,
Chesterﬁeld, UK.
The compulsory use of seat belts has resulted in a reduction in deaths
from trafﬁc accidents. However, a new pattern of injury has developed
termed ‘seat belt syndrome’, a constellation of trauma including soft
tissue injury to the breast. We present a 67-year-old lady who suffered
bisection of her right breast following blunt trauma from her seat belt.
Aside from soft tissue bruising, there were no obvious injuries at the time
of trauma and no open wounds. A deepening indentation of her right
breast developed in the subsequent weeks. Radiological and histological
analysis conﬁrmed severe fat necrosis. To correct this, the diagonal furrow
was incised and the nipple areolar complex raised on a superiolateral
pedicle. The superiomedial and inferiolateral pillars were mobilized to re-
create a conventional, convex breast mound. Seat belt injuries to the
breast are on the rise and review of the literature recommend that these
patients require triple assessment to exclude malignancy despite the
obvious history of trauma. Majeski [1] has proposed a classiﬁcation sys-
tem to rate the severity of breast trauma secondary to seat belts; however
there remains paucity of published literature regarding reconstruction
options.
[1] Majeski J. Shoulder restraint injury of the female breast. Int Surg
2007;92:99-102.
0411: TAKES TWO TO TANGO!
A. Luther*, P.C. Munipalle, C. Burt. Frenchay Hospital, Bristol, UK.
A 17 year old girl was admitted with acute abdominal pain, vomiting and a
leucocytosis, and was initially thought to have appendicitis. She under-
went laparoscopic appendicectomy, where the tip of the appendix was
noted to be mildly inﬂamed, and she was discharged home the next day.
Two days later, she re-presented with persistent small bowel obstruction,
which was subsequently demonstrated to be due to ingestion of 5 mag-
netic beads. She required a laparotomy and small bowel resection to
resolve the obstruction, but has since fully recovered.
Focussed history, careful clinical examination and a high index of suspicion
can help in identifying the underlying pathology in cases with atypical
clinical presentation. Ingested solid FB with magnetic properties are likely
to lead to more serious intestinal complications compared to other ma-
terials. This case highlights the potential intestinal complications caused
by the intake of magnetic objects, and based on a literature reviewwe have
suggest a number of recommendations to guide clinicians when managing
similar cases. The management of such patients depends on the number of
FB ingested and clinical presentation. We present our case with interesting
photos and diagrams.
0429: OESOPHAGEAL INFLAMMATORY PAEDIATRIC CHYLOTHORAX: A
CASE REPORT
Thomas Aherne*, Paul Cullen, Billy Lane-O'Neill, Alan Mortell,
Jonathan McGuinness. Our Lady's Childrens Hospital Crumlin, Dublin, Ireland.
Paediatric chylothoraces are rare and may be frequently associated with
patient morbidity. We report a novel case of a three-year-old boy pre-
senting with chylothorax associated with oesophageal perforation likely
secondary to foreign body ingestion. To our knowledge this has not pre-
viously been described.
Presenting symptoms included gradual onset shortness of breath,
abdominal pain and lethargy. Thoracic imaging revealed a large left-sided
hydrothorax with marked mediastinal shift. Of note, computerized to-
mography revealed an inﬂammatory perforation of the mid-oesophagus.
Tube thoracostomy conﬁrmed the presence of massive chylothorax.
Further ﬂexible oesophagoscopy and barium studies conﬁrmed the pres-
ence of a perforation with the inﬂammatory pattern suggestive of trauma
related to foreign body ingestion.
Despite maximal medical therapy large volume losses persisted in
subsequent days. With neutropaenia, coagulopathy and weight lossplacing the patient at high risk of morbidity a left sided exploratory
thoracotomy and thoracic duct ligation was performed. Post-operatively
rapid resolution was achieved with stability maintained at three-month
follow up.
Oesophageal inﬂammation induced by foreign body ingestion should be
considered in diagnostically challenging cases of paediatric chylothorax.
0575: SUBDURAL HYGROMAS FOLLOWING POSTERIOR FOSSA TUMOUR
RESECTION e A RARE COMPLICATION
Anokha Oomman*, Viswa Rajalingam, Ravindra Nanapaneni. University
Hospital of Wales, Cardiff, UK.
Subdural hygroma is a rare complication of posterior fossa tumour surgery.
We present two cases where patients developed subdural hygroma
following posterior fossa surgery for brain tumours. This rare complication
wasmanifested through headaches, nausea, unsteadiness and nystagmus a
few weeks after seemingly uncomplicated surgery.
Both patients developed this rare complication a few weeks following
posterior fossa surgery. After exhausting conservative options, both pa-
tients underwent ventriculo-peritoneal shunting which resulted in the
resolution of their symptoms with corresponding resolution of the sub-
dural hygromas on radiological imaging.
This is a rare complication and has mostly been described following fo-
ramen magnum decompression (FMD) for Chiari malformation. Out of the
twelve cases described in the literature, only one case of subdural hygroma
has been described following tumour surgery. The exact aetiology of the
subdural hygroma post posterior fossa surgery remains unknown; how-
ever there are speculations that external hydrocephalus and intracranial
hypotension may play a part.
Subdural hygroma is an unusual complication following posterior fossa
tumour surgery. The objective of this case report was to demonstrate the
successful use of ventriculo-peritoneal shunts in the management of such
patients.
0684: TWO CASES OF “WELL-LEG” COMPARTMENT SYNDROME
FOLLOWING ORTHOPAEDIC SURGERY: WELL DOCUMENTED YET STILL
UNDER APPRECIATED
Jatinder Tony Virdee*, Khaled M. Sarraf, Harold Nwaboku. Barnet and Chase
Farm NHS Trust, London, UK.
Surgical access to the pelvis and perineum using the Lloyd-Davies position
remains popular in urology, gynaecology and colorectal surgery, despite
well described risks of lower limb compartment syndrome. A hemi-
lithotomy variation, used in orthopaedic trauma, allows access for an im-
age intensiﬁer, when operating on the contralateral hip or femur. Despite a
handful of case reports, this devastating complication remains unfamiliar
among the daily practice of the orthopaedic community.
We describe a case series of two male patients, aged 18 and 27, who
sustained femoral shaft fractures, which were ﬁxed with intramedullary
nails. Both developed “well-leg” compartment syndrome in their non-
operated (contralateral) leg within 24-48 hours following surgery, and
required four-compartment fasciotomies and reconstructive surgery.
Arguably, a lack of appreciation of this phenomenon resulted in diag-
nostic delay, and both sustained permanent peripheral nerve and soft
tissue damage.
We reviewed orthopaedic literature and found that compartment
syndrome from hemilithotomy positioning is more likely to occur in
males positioned for 3.25 hours or more. Understanding this compli-
cation is therefore essential to all Orthopaedic trainees for pre-opera-
tive counselling, peri-operative consideration and post-operative
diagnosis. We recommend relieving the contralateral leg into a neutral
position once images are obtained, a practice now common in our in-
stitution.
0880: RETROPNEUMOPERITONEUM, PNEUMOMEDIASTINUM AND SUB-
CUTANEOUS EMPHYSEMA e A RARE COMPLICATION OF DELORME'S
PROCEDURE
Gael Nana*, Anand Muthusamy, Stephen Baxter. Wexham Park Hospital,
Slough, UK.
Delorme's procedure is commonly reserved for patients considered high
risk for major surgery owing to its lack of signiﬁcant complications. We
present the ﬁrst case in the English literature of pelvic sepsis with pneu-
moretroperitoneum following Delorme's procedure.
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per rectum 2 days after a Delorme's procedure. CT thorax, abdomen and
pelvis conﬁrmed a large air/soft tissue collection in the pelvis with
pneumoretroperitoneum, pneumomediastinum and subcutaneous
emphysema. Emergency laparotomy, washout of the collection and for-
mation of a defunctioning loop colostomy was carried out. Recovery was
uneventful. She remains well on follow-up.
Air extrusion and sepsis in the absence of abdominal insufﬂation is
explained by the presence of a rectal mucosal ﬂap allowing air egress into
the retroperitoneum, tracking along tissue planes into the thorax. This is
followed by bacterial translocation across perirectal tissue. Emergency
management includes ﬂuid resuscitation, antibiotics, laparotomy with
temporary or permanent faecal diversion via colostomy (60%), Hartmann's
procedure (20%) or ileostomy (14%).
Surgeons need to be aware of pelvic sepsis with pneumoretroperitoneum
as a rare complication of Delorme's procedure. Laparotomy and faecal
diversion are indicated in the presence of peritonitis.
0914: TRAUMATIC RUPTURE OF THE STERNOCLEIDOMASTOID MUSCLE
FOLLOWING AN EPILEPTIC SEIZURE
Nicola Wooles*,2, Philip Bell 1, Marian Korda 1. 1Craigavon Area Hospital,
Portadown, UK; 2Royal Victoria Hospital, Belfast, UK.
A 29 year old known epileptic, presented to A&E following a tonic-clonic
seizure lasting ﬁve minutes during which he fell striking his head. He
suffered a second self-limiting seizure in the department. Following these
he complained of neck pain, swelling and stiffness.
Otorhinolaryngology examination of his neck revealed: a tender left side
with two palpable masses, reduced rotation to the right and lateral ﬂexion
to the left, and no focal neurological deﬁcit.
Ultrasound scan showed a ruptured middle third of the left sternocleido-
mastoid muscle. He was treated non-surgically with analgesia and inten-
sive physiotherapy. Six weeks later there was signiﬁcant functional
improvement despite a palpable defect in sternocleidomastoid.
Treatment of a ruptured sternocleidomastoid muscle is primarily conser-
vative, with early physiotherapy aimed at reducing the torticollis risk and
subsequent cosmetic and functional repercussions. Early surgical correc-
tion may be advocated in patients resistant to physiotherapy.
Sternocleidomastoidmuscle rupture is an uncommon complication of high
velocity trauma, but to our knowledge this is the ﬁrst case described in the
literature with epileptic seizure. The case illustrates the importance of
thorough examination, to exclude signiﬁcant pathology that may be
masked by the presenting complaint, and effectiveness of conservative
therapy in selected traumatic ruptures.
0932: A SINISTER CAUSE OF FACIAL PAIN: RHINO-ORBITO-CEREBRAL
MUCORMYCOSIS
Satish Babu*, Jonathan Bedford. Imperial College Healthcare NHS Trust,
London, UK.
Mucormycosis is an aggressive fungal infection which targets the immu-
nocompromised and diabetics. Rhino-orbito-cerebral (ROC) mucormycosis
is the most common presentation (44-49%) and often angioinvasive. We
present a case of ROC mucormycosis.
A 44-year-old woman with poorly controlled Type 1 Diabetes presented
with left sided facial pain. She was given Metronidazole for suspected
dental abscess but returned one week later with sepsis and paralysis of left
cranial nerves II-VII. MRI head diagnosed cavernous sinus thrombosis. CT
showed infection in the maxilla, nasopharynx, left infratemporal fossa and
the “black turbinate sign”. Meropenem and Vancomycin were started but
were ineffective. She had functional endoscopic sinus debridement and
biopsy, which diagnosed mucormycosis. Amphotericin B and Posaconazole
were commenced. Repeat MRI revealed retrograde progression with
brainstem involvement. She underwent further debridement of necrotic
tissue. 9 days after presentation she became acutely unresponsive. CT head
showed acute subarachnoid haemorrhage secondary tomycotic aneurysm,
which proved fatal.
Mucormycosis is a rare but serious fungal infection, which must be sus-
pected in at risk individuals. ROC mucormycosis carries a mortality rate
between 30-69% and can cause intracranial haemorrhage. Aggressive
surgical debridement, Amphotericin B and Posaconazole are required but
despite these measures fatality is common.1405: RESPIRATORY ARRESTS SECONDARY TO ACHALASIC MEGA-
OESOPHAGUS: CASE REPORT AND LITERATURE REVIEW
S. Hey*, N.T. Mabvuure, M.J. Forshaw. Lister Department of Surgery, Glasgow
Royal Inﬁrmary, Glasgow, UK.
Primary achalasia is an uncommon oesophageal motility disorder, charac-
terised by the failure of lower oesophageal sphincter to relax and aperistalsis.
Commonest presenting symptoms include vague chest pain, dysphagia and
aspiration. Severe airway compromise events are rare complications.
A 40-year-old man with achalasia was referred to our tertiary unit
following two episodes of respiratory distress, secondary to tracheal
compression by a megaoesophagus. A literature review was performed.
Initial presentation with stridor was resolved following pneumohydraulic
dilatation. Achalasia was subsequently conﬁrmed on manometry, endos-
copy and contrast swallow. Three months later, he re-presented with
cardiorespiratory arrest requiring intubation and deﬁbrillation. Computed
tomography revealed progressive mega-oesophagus ﬁlled with food
debris causing tracheal compression. Endoscopic lavage was performed
and nasogastric tube decompression was instituted.
Due to failure of endoscopic dilatation and the recurrence of respiratory
distress, three-stage oesophagectomy was indicated for deﬁnitive
management.
Partial airway obstruction secondary to achalasic mega-oesophagus was
sporadically described in literature. Cardiorespiratory arrest presentation
is rare. Pneumatic dilatation and cardiomyotomy remain the common
treatments, and oesophagectomy tends to be reserved in refractory cases.
A few case series reporting outcomes following oesophagectomy for
achalasia have shown low mortality and complication rates with good
functional recovery.
Collaborative research and audit protocols
0309: AN AUDIT CYCLE TO INVESTIGATE DISCHARGE ANALGESIA GIVEN
TO DAY CASE SURGICAL PATIENTS BEFORE AND AFTER BRITISH ASSOCI-
ATION OF DAY SURGERY GUIDELINE IMPLEMENTATION
Benjamin Faber*, Fraser Walker, Eamon Lagha, Sophie Le Gros. Ealing
Hospital, London, UK.
Introduction: The British Association of Day Surgery has clear guidelines
for a stepwise approach to discharge analgesia for common day case
procedures dependent on surgery type. It was perceived Ealing Hospital
NHS Trust had no clear guidelines on appropriate discharge analgesia re-
gimes for such patients. Consequently, a large number were discharged on
strong opiates such as Tramadol inappropriately. Our aim was to identify
all patients on potentially inappropriate regimes, then re-audit to assess
compliance with guidelines.
Methods: A retrospective study of all day case surgical discharges over a
three-month period. Their analgesia was noted against their procedure.
We implemented changes in the form of teaching at local surgical and
anaesthetic meetings and displayed guideline posters for reference. Re-
audit of the subsequent three-month period showed signiﬁcant service
improvement.
Results: First audit (n¼74) showed only 22% (n¼16) receiving the correct
analgesia and 34% (n¼25) receiving Tramadol incorrectly. Repeat audit
(n¼87) showed 35% (n¼30) receiving appropriate analgesia and only 17%
(n¼15) given Tramadol.
Conclusions: Many hospitals arbitrarily give strong opiates incorrectly to
patients after simple day case procedures. We showed how auditing this,
educating clinicians about current guidelines and their failure to imple-
ment them can lead to signiﬁcant changes in prescribing.
0318: AN AUDIT OF TARGET TIME TO THEATRE FOR NON-ELECTIVE SUR-
GERY ADMISSIONS
Laila Cunin, Jaskaran Mavi, Mitesh Kasliwal, Ian Badger. The Royal
Wolverhampton NHS Trust, Wolverhampton, UK.
Introduction: The National Conﬁdential Enquiry into Patient Outcome
and Death (CEPOD) has produced guideline target times for patients to
undergo non-elective surgery based on their presentation. An audit was
undertaken to assess whether CEPOD targets were achieved.
